To review the effectiveness of treatment for chronic stable angina which included the assessment of medical therapy and newer adjunctive technologies such as coronary stents; broader assessment of patient benefits; and consideration of costs and cost-effectiveness..
Searching
For the clinical effectiveness outcome, the authors searched the electronic databases of MEDLINE, Health Planning and Administration, BIDS, NHS CRD's DARE, Cochrane Library, Dissertation Abstracts Online, EMBASE, PsycINFO, and Social SciSearch.
For the health-related quality of life outcome, the authors searched the MEDLINE database.
For the cost and cost-effectiveness outcomes, the authors searched the databases of MEDLINE, Health Planning and Administration, the Office of Health Economics and the NHS CRD's NHS EED. The search terms used are listed in an appendix to the review. The authors search strategy was developed using standard systematic review techniques and had five components: sources of evidence (the databases searched); inclusion and exclusion criteria for studies; methods for data extraction; data synthesis; and assessment of quality of evidence.
Study selection
Study designs of evaluations included in the review For non-drug clinical studies, included studies had to be either a randomised controlled trial (RCT), or a UK-based observational study with greater than 1,000 patients, or a North American, Australasian or European observational study with greater than 1,000 patients.
For drug clinical studies, studies were RCTs with a follow-up of at least 6 months with between-class comparisons. Comparisons between ordinary beta blockers and beta blockers with some other level of mode of activity such as a vasodilating beta blocker and a beta blocker with intrinsic sympathomimetic activity were included. Combinations of drugs were also included.
For cost and cost-effectiveness analyses, studies were either a comparative economic evaluation looking at costs and outcomes, or a comparative cost analysis looking at full range of costs, or a non-comparative cost analysis looking at full range of costs (UK only).
For analysis of health-related quality of life and patient preferences, studies were either an analysis of health-related quality of life using a formal quantitative instrument, or analyses of patients' preferences.
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The authors have also summarised the perceived quality of the included studies in their narrative summary of the data. The authors do not state how the how the papers were assessed for quality, or how many reviewers performed the quality assessment.
Data extraction
Data were extracted by one reviewer.
Methods of synthesis
How were the studies combined? The studies were reviewed using a qualitative narrative synthesis.
How were differences between studies investigated?
The authors do not state how differences between the studies were investigated.
Results of the review
One hundred and ninety-seven studies were included in the review (148 on treatment effectiveness, 24 of patient quality of life benefits, and 25 on cost-effectiveness) although these figures do not match the numbers of included studies and participants in the appendices.
In studies of medical therapy, there were 2,981 participants in 11 studies for clinical effectiveness, 1,606 participants in 2 studies for health-related quality of life, and 1 study of a model for cost and cost-effectiveness in medical therapies.
In studies of medical therapy versus CABG, there were 7,040 participants in 9 studies of clinical effectiveness, 780 participants in 1 study of health-related quality of life, 1 study of cost and cost-effectiveness primary data and two studies of models for cost and cost-effectiveness in medical treatments versus CABG.
In studies of medical therapy versus PTCA, there were 2,736 participants in 5 studies of clinical effectiveness, 779 participants in 3 studies of health-related quality of life, and 1 study of a model for cost and cost-effectiveness in medical treatments versus PTCA.
In studies of PTCA versus CABG, there were 14,500 participants in 10 studies of clinical effectiveness, 2,379 participants in 4 studies of health-related quality of life, 9 studies of cost and cost-effectiveness primary data and 2 studies of models for cost and cost-effectiveness of PTCA versus CABG.
In non-comparative observational studies of CABG alone, there were 320,069 participants in 36 studies of clinical effectiveness, 3,751 participants in 12 studies of health-related quality of life, and 1 study of cost and cost-effectiveness primary data.
In studies of medical adjuncts to CABG, there were 2,120 participants in 9 studies of clinical effectiveness. There were no data reported for health-related quality of life, or for cost and cost-effectiveness.
In studies of non-comparative observational studies of PTCA alone, there were 108,315 participants in 25 studies of clinical effectiveness, and 303 participants in 3 studies of health-related quality of life.
In studies of non-medical adjuncts to PTCA, there were 4,535 participants in 12 studies of clinical effectiveness, 3,123 participants in 2 studies of health-related quality of life, 5 studies of cost and cost-effectiveness primary data and 1 study of a model for cost and cost-effectiveness in medical treatments versus CABG.
In studies of medical adjuncts to PTCA, there were 9,607 participants in 18 studies of clinical effectiveness, and 1 study of cost and cost-effectiveness primary data. No health-related quality of life studies were reported.
Medical treatment: few studies exist of long-term effectiveness, with little evidence of large differences between different classes of drug. There is little evidence on patients' quality of life.
CABG versus medical therapy: CABG have mortality benefits for up to 5 years and possibly longer (up to 10 years) compared with medical therapy, particularly in patients with greater extent of disease. One study showed that the initial benefit to patients from CABG, in terms of extent of angina and activity limitation, disappeared by 10 years.
PTCA versus medical therapy: some evidence supports PTCA in terms of relief of angina but evidence on myocardial infarction (MI) rates is conflicting. Clinical benefit is apparently reflected in improved health-related quality of life, although information on long-term effects of revascularisation is lacking.
PTCA versus CABG: no differences emerged between PTCA and CABG in terms of mortality and non-fatal MI. CABG is likely to be associated with fewer additional procedures than PTCA in the first year post-surgery and appears to be more effective in relief of angina. CABG improves survival compared with PTCA in patients with severe disease. No differences were found between CABG and PTCA in terms of health-related quality of life largely due to methodological problems. Indirect assessment of health-related quality of life (via reductions in angina rates) shows a benefit for CABG over PTCA.
Non-comparative studies of CABG: CABG relieves angina in most patients undergoing surgery. Interior mammary artery (IMA) grafts appear to be associated with greater long-term patency and less angina at long-term follow-up than non-IMA grafts. Many outcomes appear to be slightly worse in women than men, and in older patients. There is a clear association between short-and longer-term mortality and disease severity (number of vessels diseased), ejection fraction and initial deverity of angina. Health-related quality of life improves after CABG; physical, sexual and social functioning improve significantly in most patients.
Medical adjuncts to CABG: aspirin (with or without dipyridamole) appears to reduce occlusion following CABG. No evidence was identified on health-related quality of life.
Non-comparative studies of PTCA: there is some evidence of gender differences in long-term outcomes. Success of PTCA is influenced by the age of patient and angina class. PTCA can be effective in patients with left ventricular disease. Health-related quality of life improves after PCTA but no information is available on key sub-groups.
Non-medical adjuncts to PTCA: results on on-going trials with longer follow-up periods are awaited before conclusions can be drawn on effectiveness of elective stenting. At present, evidence is very limited, and few studies support the current opinion of cardiologists that stents are effective. Aspirin therapy as an adjunct to stenting results in a lower risk of MI, fewer repeat interventions and less occlusion of the stented vessel. There is no evidence that laser angioplasty or atherectomy add any benefit to conventional PTCA.
Medical adjuncts to PTCA: few trials detected any important benefits from the addition of drugs to PTCA. Some evidence supports the use of aspirin, in terms of reduced long-term MI and restenosis rates. There is some evidence that calcium antagonists are useful in reducing restenosis after coronary angioplasty. Patients benefited from a lower rate of in-hospital MI, CABG and repeat PCTA after a new glycoprotein IIb/IIIa receptor monoclonal antibody. However, the benefits came at the cost of an increased bleeding rate which may have been a function of the relatively high level of heparin administration. The platelet-derived growth factor antagonist trapidil has been shown to be more effective than aspirin in reducing stenosis after PTCA. Good quality meta-analyses showed the effectiveness of antiplatelet agents in reducing risk of MI and stroke in post-PTCA patients. One meta-analysis showed that supplemental fish oils reduce stenosis.
